The workplace provides an important opportunity for health promotion, both in terms of allowing access to a large proportion of the adult population and encouraging developments within the workplace structure to improve health. This paper reports on the findings of a survey of Scottish workplaces carried out in 1996 for the Health Education Board for Scotland to assess the state of health promotion activity in the Scottish workplace setting. The results echo those from previous surveys in that most health promotion effort was centred around health and safety, smoking, and alcohol issues, particularly for the smaller and less well-resourced businesses. Under one-fifth of businesses surveyed addressed areas such as stress and mental health, which are being seen as increasingly important in terms of their contribution to the well-being of the employee and the organization. The main implication of these findings is that it is smaller businesses who potentially have the most to gain from workplace health promotion. In this context, the construction of relevant and sustainable health promotion programmes requires an organizational development perspective in order to encourage such businesses to regard workplace health promotion as part of good business practice.
Introduction
The importance of the workplace as a setting for health promotion has been highlighted by the WHO (WHO, 1991 (WHO, , 1997 and, in the UK, by the Department of Health's Green Paper Our Healthier Nation (Department of Health, 1998 ). This setting offers major opportunities to access a large proportion of the adult population, who may be difficult to access in other situations as they can spend up to 60% of their waking hours at work (Health Education Authority, 1997) . In addition, the workplace itself can be a contributing factor to ill-health (Crosswaite, 1996) . Accordingly, the Health Education Board for Scotland (HEBS) has identified the workplace as one of the settings for its activities. A central element of HEBS's strategy is to establish key partnerships and work collaboratively with these partners, which include employer and employee representative bodies (Health Education Board for Scotland, 1997) . In this spirit, a steering group representing a wide range of interests was established in 1996 to develop and promote the Scotland's Health at Work (SHAW) award scheme to recognize and encourage Scottish workplaces which seek to improve the health of their workforce.
This article reports on the results from an initial postal survey of Scottish workplaces carried out in 1996 to assess the current state of health promotion activity in the workplace and to establish the context for the evaluation of the SHAW scheme. The study included a series of in-depth case studies of individual workplaces and a follow-up postal survey will be conducted at the end of 1998 to assess the extent of change in workplace health promotion activity during the intervening 2 years. Findings from these phases of research will expand on many of the issues touched on in this paper and will form the basis of future publications.
Findings from previous surveys indicate that smoking and alcohol tend to be the main areas addressed as these are seen as legitimate concerns for employers (Waghorn et al., 1993; Health Education Authority, 1997) . Other areas are tackled relatively infrequently, often due to lack of resources or the perception that they are not the responsibility of the workplace. Given the increasing emphasis on issues such as stress in the workplace and its potential impact on health (Cox, 1993) , ascertaining to what extent health promotion action is still restricted to the above areas will inform the possible future direction for workplace health promotion in Scotland.
Methodology
The survey was carried out by the MVA Consultancy and conducted by post. The questionnaire included some general questions on whether the workplace had any health-related policies or implemented measures to improve the health of their employees, while other questions assessed the nature and extent of these in relation to specific topics, examined attitudes towards the benefits of workplace health promotion and possible constraints on doing workplace health promotion, and elicited general information on the workplace and the organization's approach to dealing with healthrelated issues.
Sampling
The sample was provided by Market Location, a specialist business sample provider, and consisted of 1500 workplaces randomly selected from a sampling frame stratified by sector, location and size. This sample represented slightly over 1% of the target population. A disproportionate stratified sample was used in order to obtain sufficient returns from types of workplaces which are relatively under-represented or tend to have lower 566 response rates, such as service sector or small workplaces. Although this approach resulted in a selected sample which was not representative of Scottish workplaces, it did mean that separate analyses could be carried out for each type of workplace (Health Education Board for Scotland and the MVA Consultancy, 1997). The private service sector was felt to be particularly relevant for this study since previous research has indicated that such workplaces are less likely to be actively involved in health promotion (Crosswaite and Jones, 1994a) .
The survey
The draft questionnaire was intensively piloted with 100 randomly selected Scottish workplaces. This involved contacting initial non-respondents to establish whether they were experiencing difficulties in completing the pilot questionnaire, as well as more in-depth exploration of design issues with a further sub-sample. The finalized questionnaire was posted to the selected sample, and considerable effort put into achieving a high response rate using postal and telephone reminders. A survey of non-respondents was also conducted at the end of the survey. Responses were obtained from 1041 workplaces. This represents a response rate of 73% for the 1419 in-scope workplaces, while 5% of the selected sample were out of scope (business closed, telephone number untraceable, etc.). Response rates varied by sector and size, with the public service sector and medium/large workplaces having the highest response rates (91 and 77%, respectively), and the private service sector and small workplaces having the lowest (66 and 56%, respectively). The sample structure and overall response rates are shown in Table I .
Analysis
The primary analysis examined the extent and nature of health promotion activity in the workplaces in the sample, as well as their perceptions regarding the likely benefits of and constraints on doing workplace health promotion. This article presents the results of these analyses by sector, size and level of health promotion activity. The Health promotion in the Scottish workplace categories for these variables are defined as follows:
d Sector: primary industry, manufacturing, private service, public service. d Size: small (less than 10 employees), medium (between 10 and 99 employees), large (100 employees or more). d Level of health promotion activity: none, low (active in one to three areas of health promotion), average (active in four or five areas), high (active in six or seven areas), very high (active in eight areas or more).
Motivation to undertake workplace health promotion was assessed using two questions. The first examined the perceived likelihood of various benefits which could result from workplace health promotion. These benefits were classified according to whether the main beneficiaries were the workplace or the employees. The mean score within each category was then used as an indicator of the perceived positive impact of health promotion on the workplace and the employees. A similar indicator was constructed from a question asking about the potential impact of constraints on commitment to undertake workplace health promotion.
Each workplace therefore has three scores: perceived benefit to the workplace, perceived benefit to the employee and perceived impact of constraints. Likely impact is measured on a five-point scale with a high score indicating a positive outcome, such as a likely benefit or constraints having little effect on commitment to workplace health promotion. Analyses of the mean scores were carried out in relation to workplace sector, size and level of health promotion activity.
Since many of the differences found in this analysis were rather small, tests of statistical significance were carried out as an initial filtering process in order to identify potential patterns in the data. This was done using the one-way ANOVA procedure in SPSS. Since, overall, the observed differences proved to be significant despite their small scale, further post-hoc tests were applied to clarify where these differences lay. However, due to the relatively large sample size, there were still quite a few small differences which attained statistical significance at the 5% level, particularly for comparisons involving smaller number of groups, and so caution must be used in interpreting the findings. As a rough guide, mean differences of less than 0.2 on a five-point scale were not considered to be of substantive significance and the interpretation focused on the larger differences (greater than 0.3).
Results

Levels of health promotion activity
Activity levels for workplace health promotion varied markedly by sector and size of workplace. Public sector workplaces were most active with 80% having high or very high levels, while the least active were in the manufacturing and private service sectors (Figure 1 ). Large workplaces showed higher levels than small or medium ones (Figure 2 ), but these differences were less extreme.
The proportions of workplaces addressing different health-related topics showed wide variation (Figure 3 ). While 84% of workplaces overall addressed health and safety, 68% smoking and 64% alcohol issues, under 20% of workplaces were active in areas such as HIV/AIDS, healthy eating, exercise and dental/oral health. Workplaces with lower levels of health-related activity rarely addressed the less common health issues such as stress/mental health or exercise. Instead they G. Docherty et al. concentrated mainly on health and safety, smoking, and alcohol issues.
Smoking
Smoking was restricted in all public sector workplaces, while this was the case in 63% of manufacturing and 74% of private service workplaces. Large workplaces were more likely to restrict smoking than small ones (89 compared 568 with 62%) and more likely to provide smoking cessation support (31 and 7%, respectively).
Alcohol
Seventy-eight percent of workplaces imposed restrictions on alcohol consumption in the workplace. The proportion of workplaces with such restrictions were evenly spread throughout the different sectors and size of workplace. There were, Health promotion in the Scottish workplace however, differences in the type of restrictions. For example, only 36% of public sector workplaces banned alcohol completely compared with 76% of manufacturing workplaces. However, a substantially higher proportion of public sector workplaces provided support for those with an alcohol problem (77%) and education on alcohol (47%), compared with 22 and 11%, respectively, for the manufacturing sector.
Other areas
While 41% of workplaces said they addressed issues relating to drug/substance use, less than a quarter of workplaces overall (23%) had a formal drug misuse policy. Public sector workplaces and those with high levels of health promotion activity were more likely to have a formal policy (40 and 71%, respectively).
Occupational health services were more often provided by public sector (74%) and large workplaces (55%), compared to 39% overall. The public sector was also more likely to have policies on stress/mental health (51% compared with 18% overall). In workplaces which had mental health policies, 72% recognized the right of employees to acknowledge undue stress, 69% provided access to counselling, 65% included provision to change working practice and 32% provided education on stress. Only 10% of workplaces took action to establish the health needs of their employees. A small proportion of workplaces stated that they addressed issues around HIV/AIDS in the workplace (15%) and, as with stress/mental health, the majority of these were in the public service sector (60% of public service workplaces had an HIV/ AIDS policy).
Seventy-two percent of workplaces provided kitchen facilities while 30% provided a canteen. Just over one-third of those with a canteen had a healthy eating policy (35%), with the public service and manufacturing sectors being more likely to do so (53 and 41%, respectively, compared with 21% for the private service sector and 34% for the primary sector).
Only 20% of workplaces said they encouraged employees to take exercise. As might have been expected, the large workplaces were more likely to provide facilities (44% compared to 37% overall) and subsidize employees' use of external facilities (47 compared with 38% overall). However, medium-sized and small workplaces who encouraged physical activity among employees tended to do so by organizing sporting events (62% for medium-sized and 54% for small workplaces, compared to 38% of large workplaces). 
Motivation for doing workplace health promotion
While there were no significant differences between the different sectors for perceived constraints, the public sector showed the most appreciation of the benefits of workplace health promotion compared with the manufacturing and service sectors (Figure 4) . Large workplaces tended to have a more positive attitude overall than medium or small workplaces, though these differences were less marked for perception of constraints ( Figure 5) .
The most marked and consistent differences were in relation to the levels of health promotion activity ( Figure 6 ). These are represented by a distinctive gradient in mean scores for the perception of benefits for employees and the workplace. While in this respect there was no significant difference between workplaces with average and high levels of activity, those with very high levels were clearly differentiated from the rest and expressed the most positive attitude. The results for the perception of constraints were somewhat less consistent since workplaces with no health promotion activity showed no significant differences compared with other workplaces. However, workplaces with high levels of activity were again differentiated from those with lower activity levels.
Health promotion in the Scottish workplace To summarize, public sector and large workplaces showed more positive attitudes in terms of the benefits of workplace health promotion. Workplaces with high levels of health promotion activity were also more appreciative of the benefits and saw the constraints as having less impact than workplaces with lower levels, although the differences for this last measure were not as marked. This is not particularly surprising, but it does support the idea that barriers to workplace health promotion are both motivational and resource related, which implies that these two aspects should be taken into account when planning or implementing health promotion projects. Lack of evidence was not really considered as a barrier compared with lack of resources. In addition, the overall mean score for perceived benefits for employees is higher than that for perceived benefits to the workplace (mean difference ϭ 0.297, P Ͻ 0.001 for a paired t-test), suggesting that workplace health promotion may be seen as more likely to benefit employees than the workplace.
Discussion
The survey findings show that alcohol and smoking are still the predominant issues currently being addressed in the majority of Scottish workplaces. It is therefore apparent that workplaces continue 571 to feel the need to address these topics. However, the survey highlights several other areas of concern.
In total, 18% of workplaces had policies addressing stress/mental health issues. This is a relatively low level of activity considering that stress has been identified as the most pressing health issue for workplaces in a number of surveys (Cox, 1993) . It has been suggested that up to 60% of all work absence may be caused by stress-related disorders (Kearns, 1986) and mental disorders constitute the second most common cause of sickness absence among women (Department of Social Security, 1993) . Under the Health and Safety at Work Act 1974, employers have a statutory obligation to protect the mental health of their employees in the workplace, and to this effect, the Health and Safety Executive published an advice booklet dealing with the issue of stress (Health and Safety Executive, 1995) .
Given the potential for health gain, the low profile of mental health promotion in the workplace strongly suggests that action to address mental health in the workplace is a priority (Crosswaite, 1996) . This raises issues concerning organizational development since working conditions contribute to the mental health of employees, particularly lack of influence over work, repetitive tasks and long working hours. Conversely, poor mental health and unacceptable levels of stress affect job performance and thus impact on the organization (Cox, 1993) . In order to effectively address mental health in the workplace, organizations therefore must be prepared to consider organizational factors, such as working practices and environment.
While 41% of workplaces stated that they addressed the issue of drug misuse, only 23% actually had a drug misuse policy. The impact of drug misuse in the workplace has similar potential implications as alcohol misuse in terms of health and safety. This constitutes a strong argument for employers to be encouraged to develop policies or stated procedures to deal with drug misuse, or extend their alcohol policy to cover all areas of substance misuse. The latter is preferable since it makes the employee more likely to admit to having a problem and allows the workplace to address the problem as it relates to job performance and safety, rather than becoming enmeshed in considerations of legality and morality which are not directly relevant to the organization (Health and Safety Executive, 1998) .
Public sector and other large workplaces showed a more positive attitude towards health promotion, and this is reflected in the levels of activity. Small and medium sized workplaces viewed health promotion less positively. This is not surprising, however, since lack of resources and time have been identified as barriers to workplace health promotion (Waghorn et al., 1993; Crosswaite and Jones, 1994a; Health Education Authority, 1997) and these factors would be even greater constraints for smaller businesses. The results of this survey echo the findings of a study carried out by the Health Education Authority which highlighted the fact that employees of smaller workplaces are not being exposed to health promotion in the workplace at the same levels as those in larger organizations (Health Education Authority, 1997) .
While it is rewarding to find that certain workplaces are very active in the field and have taken action to address key topic areas, the Green Paper Working Together for a Healthier Scotland (Scottish Office Department of Health, 1998) highlights the need to tackle the areas of inequity in Scotland's health record. This is reflected in the Health Education Board for Scotland's Strategic
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Plan (Health Education Board for Scotland, 1997) which stresses the importance of targeting small and medium sized enterprises. However, research in the workplace arena (Jones and Ross, 1994) has suggested that workplaces are more likely to divert resources to health action if the topic is perceived as being of direct relevance to them. Such issues were explored as part of the in-depth case studies which constituted the second phase of the SHAW evaluation and these findings will be presented in a forthcoming paper.
Conclusions
There are three main points which emerge from the above discussion. The first is the importance of targeting small and medium sized workplaces as they tend to have the lowest levels of health promotion activity. In Scotland, these represent approximately 98% of workplaces, but employ only 58% of the total workforce (Crosswaite and Jones, 1994b) . So in terms of health promotion resources, targeting those with the greatest needs involves a considerable investment for somewhat restricted impact in terms of proportion of workforce. In many ways it is easier, and more cost effective, to target large organizations, although they are not ones who would most benefit. In other words, equity costs.
The second point is linked to the first and concerns the need for sustainable frameworks for workplace health promotion. If the smaller workplaces who are most likely to benefit from health promotion are also the least motivated and resourced, then efforts must be made to bring these workplaces on board in terms of convincing them of the positive impact of health promotion, and developing programmes that are relevant to them and can be implemented on a long-term basis.
This leads to the third point, which is that effective workplace health promotion will necessarily have to engage with organizational and structural issues, and thus be required to adopt a wider organizational development perspective. It is perhaps such a perspective which will encourage the smaller businesses to regard workplace health Health promotion in the Scottish workplace promotion as part of good business practice and be more willing to invest in ways to support it.
